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arrival of the ambulance. Basic life support, with ventilation and chest compression where necessary, was sufficient to revive 35 (14%) of the patients. Defibrillation was also required in 107 patients (43%), and in a fiurther 106 patients (43%) who had prolonged cardiorespiratory arrest requiring endotracheal intubation and the use of several drugs. Review of ambulance forms and case notes showed that in 87 cases (35%) the abilities of the paramedical ambulance staff in advanced resuscitation techniques contributed decisively to announcement was made to call for a doctor. An oral surgeon and a registrar in anaesthetics arrived and found the patient to be cyanosed and pulseless with dilated pupils. Chest compression and mouth to mouth ventilation were started. The ambulance from Lewes was delayed by the traffic leaving through the narrow lanes around Glyndebourne, but after considerable delay an ECG monitor showed ventricular fibrillation. A DC shock (200 J) was ineffective, but the second shock resulted in "rapid ventricular tachycardia" with no cardiac output. The patient was intubated and ventilated. After lignocaine, given down the endotracheal tube, and two further shocks a supraventricular tachycardia supervened and the pulse became palpable. The patient was moved to the ambulance. One further DC shock was required in the ambulance, but thereafter the journey to the hospital was uneventful. Mrs F made a good recovery and was transferred to a cardiac centre.
Discussion
Sudden cardiac death can be reversed only by prompt institution of a series of interventions. These form the links of the "chain of survival".14 The American Heart Association has recently emphasised the essential components of this chain.15 These are early access to emergency medical services, early cardiopulmonary resuscitation, early defibrillation, and early advanced cardiac care. Early access to emergency medical services, the first component, requires immediate recognition of a life-threatening emergency followed by rapid contact with the appropriate emergency service. The quality of information given is unfortunately often inadequate. '2 The second component in the chain of survival is cardiopulmonary resuscitation. Several studies have shown that immediate basic life support increases the likelihood of a successful outcome.'6 17 Those present to witness the cardiac arrest are usually relatives of the patient or bystanders who have had no formal medical training. Their knowledge of external cardiac compression and mouth-tomouth ventilation depends upon community training schemes in resuscitation. Our series is unusual in that over 50% of survivors of sudden cardiac death (140 patients) collapsed before the arrival of the ambulance. The impressive number of successes after relatively long delay may have been due in part to the use of basic life support. But only 67 of the 140 patients (48%) had the benefit of cardiopulmonary resuscitation from bystanders. We do not doubt that the advanced skills of the paramedics saved many patients, though some may have had ventricular tachycardia with some cardiac output before progressing to cardiac arrest. Greater nationwide availability of community training schemes would facilitate the rapid recognition of sudden cardiac death and the more widespread use of cardiopulmonary resuscitation, and hence increase survival rates from aborted sudden cardiac death. '8 19 Early defibrillation, the third component, is of paramount importance. ' 
